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A recertification survey was conducted on
11/4/19 through 11/5/19. An entrance conference
was held on 11/4/19 at 10:00 AM with the
Administrator. An exit conference was held on
11/5/19 at 6:00 PM with facility administration and
staff. Hickman Community Nursing Home is in
substantial compliance with 42 CFR Part 483,
Subpart B Requirements for Long Term Care.
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